Anorectal manometry is widely used to evaluate anorectal function. Few reports have described complications resulting from this procedure. A 47-year-old male underwent preoperative chemoradiotherapy and a low anterior resection for rectal cancer. The patient underwent anorectal manometry at postoperative 8 months. A rectal perforation was diagnosed shortly thereafter. The patient was initially managed conservatively using percutaneous drainage and parenteral antibiotics and then discharged on day 60 after the event. One month later, a colo-cutaneous fistula and expanding abdominal fasciitis developed. The patient underwent surgical exploration, drainage, resection of the rectum including the fistula, and redo-coloanal anastomosis with a diverting ileostomy. The patient discharged without complications on postoperative day 25. Anorectal manometry should be performed with particular care in patients who have undergone radiotherapy and anastomosis at the rectum. 
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INTRODUCTION
Anorectal manometry is widely used to evaluate anorectal function. Anorectal manometry can allow objective evaluation of internal and external anal sphincter function and is helpful in assessing the level and severity of obstetric, surgical, or traumatic anal sphincter injury. Sphincter-saving surgery for mid and lower rectal cancer has become more common, and while anorectal manometry is used to assess anorectal function, there have been few reports detailing the complications resulting from this procedure. The present report describes a case of rectal perforation caused by anorectal manometry.
CASE REPORT
A 47-year-old male with rectal cancer received pre- On the 6th. day of admission, a follow-up CT scan showed an abscess in the pelvic cavity, resulting in a percutaneous drain being established. Further follow-up CT scans revealed that the pelvic abscess was gradually resolving. A CT scan on the 41st. day of admission showed that the abscess had resolved, so the percutaneous drain was removed. By the 60th. day of admission, the patient was able to tolerate a regular diet and pass stools via the anus, and was therefore discharged. Fifteen days after discharge, the patient was readmitted with an intraabdominal abscess. Conservative treatment, including parenteral antibiotics, did not prevent development of a colo-cutaneous fistula and expanding abdominal fasciitis. On the 14th. day after readmission, an exploratory laparotomy was performed. The peritoneal cavity contained fecal material and abscesses, and a fistula was observed between 5 cm proximal to the anastomosis and the insertion site of the previously positioned percutaneous drainage tube (Fig. 3) . The patient underwent a segmental resection of the colon and neorectum involved with the fistula, a redo-coloanal anastomosis, copious intraabdominal irrigation, and a diverting ileostomy. At postoperative day 25, the patient discharged without any complications.
DISCUSSION
There are few reports regarding complications following anorectal manometry. In the present case, the patient had undergone preoperative chemoradiotherapy and a low anterior resection.
Anorectal manometry was performed twice, just prior to the resection and at three months after the ileostomy takedown (eight months after resection). The pre-and the postoperative manometry procedures were identical. The rectal perforation was likely the result of a balloon expansion that placed too much pressure on a neorectal wall that was in a state of decreased distensibility and elasticity due to radiotherapy and postoperative changes. occur between a few months to over 30 years after radiotherapy. 3 As a result of the present case, we no longer measure maximal tolerable volume in the postoperative period.
The rectum is not a closed space. The balloon at the end of the catheter can be expanded in both the transverse and the longitudinal directions. Also, decreased distensibility of the rectum could make the balloon expand more in the longitudinal direction than in the transverse direction. Because the volume of the balloon may not be an exact barometer for measuring the rectal volume, anorectal manometry may not be a necessary examination to evaluate the function of the rectum after surgery or radiotherapy.
In conclusion, anorectal manometry should be performed with particular care in patients who have undergone surgery and/or radiotherapy due to rectal cancer.
